W. HILL: How many typical tonsillar lesions has Dr. Taylor seen associated with this special type of Vincent's disease? We do not often see it. Several of my cases seen before the War were soldiers living in camps.
Dr. W. HILL: How many typical tonsillar lesions has Dr. Taylor seen associated with this special type of Vincent's disease? We do not often see it. Several of my cases seen before the War were soldiers living in camps.
Mr. O'MALLEY: Has Dr. Taylor made any sections showing cellular changes in the tissues due to the activity of the organism mentioned? I have removed tonsils in which a similar condition existed, and the report I received was that the tissue changes showed an excessive amount of lymphoid cells, a small-celled infiltration, in the parts surrounding the ulcerated areas.
Dr. FRANK TAYLOR (in reply): We have seen more than 300 cases of infection by these organisms, and in every case, in our experience, the lesion has been limited to the buccal cavity. With regard to the presence of these organisms in a healthy mouth, one is tempted to ask, What is a healthy mouth? Even in well-groomed mouths we occasionally see fusiform bacilli and spirochaetes, but the microscopic picture of the film from such a condition is quite different from that in which there is an infection. In the former case the films require much searching to detect the organisms, while in the latter there are masses of them. There is a difference of opinion as to whether these are two distinct organisms, or whether they are different stages of the same. We have actually found evidence of infection in toothbrushes, and in several cases we have associated the infection with the use of such brushes. In the last few months we have seen about 150 cases of Vincent's angina. We have not had the opportunity of making sections of the gum tissue, because the effect is the reverse of a hypertrophy, so that there has been no redundancy of tissue to remove. (February 2, 1917.) . This gentlenman has already allowed himself to be examined by the Section three times. He was first shown on November 6, 1914, before operation, with the whole of the left cord replaced by a red, knobby, ulcerating infiltration. The cord moved well. The infiltration was not suitable for removing a portion for microscopic examination, and the diagnosis therefore depended entirely on the naked-eye appearances and exclusion of other possibilities. It will be remembered that the microscopic examination of the growth, removed by a first laryngofissure on November 12, 1914, suggested that the growth had spread close up to the line of excision in the posterior subglottic region. A second laryngofissure was therefore performed on November 20 (i.e., a week after the first) and the patient was shown to the Section a fortnight later (viz., December 4, 1914) . The tracheotomy tube was removed at the end of the operation on each occasion, and, as will be seen by the dates of his appearance before the Section, his recovery each time was rapid. He again allowed himself to be exhibited before the Section for a third time on November 5, 1915.1 The patient has not been seen for a year, but when last inspected he had an excellent voice and no trace of recurrence.
Case III.-Mr. E. N., aged 68, was sent to me by Mr. Johnson Taylor, of Norwich, who had diagnosed malignant disease of the larynx. The anterior four-fifths of the left vocal cord were replaced by an ulcerating, raised, indolent, pale pink infiltration, slightly white in the centre. The cord moved freely. April 4, 1916: The usual laryngofissure was carried out in the presence of several Members of the Section. The operation was practically bloodless and no vessels were tied from the beginning to the end of the operation. It occupied one hour. The tracheotomy tube was removed before the patient left the table. He was sitting up reading the paper in bed the I Proceedings, 1916, ix, p. 6. 49.
.50 Thomson: Laryngofissure for Epithelioma of ,the Larynx same evening, and next day was out of bed and eating solid food. The microscopic examination revealed an undoubted epithelioma and that the excision was well clear of the growth.
Case IV.-Commander F. I., aged 57L. The history of the onset of this patient's trouble is very interesting. He consulted Dr. W. R. Gibson, in Madras, who found a " papilloma" between the anterior ends of the vocal cords together with slight ulceration of the right vocal cord. This papilloma was about the size of a green pea. The diagnosis lay between papilloma and malignancy. The patient was advised to return to England at once for advice and possible operation. En route, about three weeks before coming under observation, he had an attack of acute tonsillitis, with much pharyngeal straining and his voice suddenly became " perfectly all right." About this time he brought up some blood on one occasion, but is not aware of having ever coughed up anything special. The patient was referred to me by Mr. G. Jackson, of Plymouth. On October 12, 1916, he presented himself with an almost natural voice, yet it was found that the anterior two-thirds of the right cord were occupied by a red, beefy, abraded, shallow infiltration. The cord moved freely and the condition was not suitable for removing a portion for examination. The diagnosis therefore rested entirely on clinical appearances and the exclusion of other factors. October 13, 1916: The usual laryngofissure was carried out in the presence of several Members of the Section. The tracheotomy tube was removed at the end of the operation. Patient was sitting out of bed and eating solid food the next day. He left the nursing home at the end of twelve days. The patient has not been seen since and therefore the present condition cannot be reported on.
DISCUSSION.
Dr. WATSON-WILLIAMS: The results in these cases are excellent. In the operation for laryngofissure I consider the preliminary injection of cocaine, before making the incision into the larynx, very useful in abolishing the cough reflex which may cause so much inconvenience. Dr. Irwin Moore has recently introduced improved or new instruments, such as the new saw and shears for dividing the cricoid, &c. Amongst Sir StClair Thomson's cases we find one where there is an apparent growth with appearances suggesting innocency, and in an unusual situation for a malignant growth of the larynx-namely, in the anterior commissure. Hence we ought to reconsider the view which has been put forward, that if the anterior third of the vocal cord is occupied by a growth it is far less suspicious of malignancy than if it is in the posterior half. It doesnot seem that location is a guide as to the character of a growth.
Dr. D. R. PATERSON: The whole operation, as carried out by Sir StClair Thomson, is a very satisfactory procedure. It has been much simplified in technique, and altogether it is one which is more desirable than it was formerly. One of the points upon which Sir StClair appears to lay stress is that it is a practically bloodless operation on account of the use of local anaesthesia. Of course he has been fortunate in getting the cases at so early a stage, and the lesson these cases teach is that we should try to educate the profession generally not to allow cases of hoarseness to run on in the way they are permitted to do, and that hoarseness may indicate a serious condition, which the sooner it is tackled the better.
Mr. BADGEROW: I have seen a number of cases upon which Sir StClair
Thomson has operated in the last eighteen months, and three points particularly impressed. me: (1) The operation is practically bloodless; (2) there is little, if any, shock-the patient is well the same evening, and next day is sitting up;
(3) the voice is exceedingly good. I ask whether Sir StClair expects, in the case operated upon three months ago, a better voice than the patient has now, which I consider very good.
Dr. JOBSON HORNE: In commenting on the fact stated in the notes that in all four cases the affected cord ' moved well" or " moved freely" at the time the patient came under observation, may I say that is not in accordance with general experience in cases of malignant disease of the larynx. It shows that the growth has not infiltrated the subjacent intrinsic muscles, and it also shows that an early diagnosis is everything in obtaining a good result from the operation.
Dr. W. HILL: Everything goes smoothly, and there is very little bleeding in this operation, as carried out by Sir StClair Thomson. It appears to be followed by little shock if not done with violence. Much of his success is probably due to the fact that he does not put the patients in the Butlin posture afterwards, but makes them sit up at once. Butlin's posture does not, as the originator hoped it would, prevent the septic secretions going down into the lungs, and if the patient has a weak heart, there may ensue cedema of the lungs, and in one of three cases death has resulted. In Sir StClair Thomson's cases there are no complications, so far as I can ascertain. These cases of his were most suitable for operation-the lesion not too large, but just large enough for easy diagnosis. In some of my cases, when I first saw them, invasion of the pharynx, and occasionally of the cesophagus and the mediastinal glands also had occurred, so that operation had no chance. Though I do not depreciate the value of his technique, yet I think his after-treatment is even more important.
Mr. FRANK ROSE: I should like to confirm Dr. Hill's remarks about the attitude in which these patients should be placed after the operation. I have tried keeping the patient lying down with the head very low; I have also adopted the method of making the patient sit up immediately after the operation, and I have no doubt that the last named is the better method-he is more comfortable, and gets better more rapidly.
Dr. DAN MCKENZIE: I ask Sir StClair, as I have asked on previous occasions, as to the advisability of removing a piece of the growth before operating. In one of these cases a projecting portion of growth was removed, but in the other cases no portion was removed because "the infiltration was not suitable." I would ask when it is suitable, and how we are to tell.
Sir STCLAIR THOMSON (in reply): It is striking that not one of the four cases shown this afternoon had fixation of the cord: it is very important to remember that. Yet I had a case in which flagging of the cord was the only suspicious symptom. It does not always mean that the case is advanced; the case I have in mind was in an early stage. In two of to-day's cases the growth was on the anterior four-fifths of the cord. The old idea that malignant disease, selects by preference the posterior aspect of the glottis is, in my experience, quite a mistake. Perhaps the growths in half my cases were more in the anterior than in the posterior half of the larynx. With regard to previous removal of a portion for examination, in one case where a piece was projecting there seemed no reason why I should not make assurance doubly sure, but this is not my usual practice; one might nick a piece of mucous membrane, the effect of whichi might be to stir up the disease. Of course part of the success has been due to the fact that I know when to hold my hand. That is shown in the case which Mr. Trotter will tell you of presently. I saw it was not, suitable for laryngofissure, so I turned it over to him. Though Dr. Hill has seen some of my most favourable cases, I have had others which have been troublesome. In one or two I had to split the cricoid as well as the thyroid, and these are the more serious cases, because we get recurrences among them, though some have remained indefinitely without recurrence. Mr. Badgerow spoke of the absence ofshock, and I have asked myself why. I show you a typical chart. The patients are operated upon at 9 in the morning, and at 6 p.m. the same day they are sitting up in bed reading the evening paper. Nearly all are out of bed the next day. I think this absence of shock is due to the use of cocaine before the operation. The skin is injected with eudrenine beforehand, and for some years past I have also made an intratracheal injection of cocaine before doing the tracheotomy: it seems to abolish the shock, and there is no coughing. It makes it as quiet and bloodless an operation as septum resection. Some of the patients have left London again within a fortnight. I do not know how I came to adopt this position for patients, because twenty years ago the teaching of Butlin, which was largely followed, was to put the patient low in the bed, and he was not allowed to lift his head, so that he lay there slobbering in blood and mucus, which he was unable to cough up, and the blood and mucus were sucked down into the lung. My first experience of the sitting-up posture was in a German in whom the anesthetic was not given elegantly, and blood got into the base of the lung and produced consolidation. He refused to lie down after the operation, and he got well because he sat up. and spat the blood up! The only improvements I feel I have made are merely simplifications. Dr. Irwin Moore, to whom I am deeply indebted for details connected with these operations, injects the patients' skin an hour before the operation at 9. This is one of the reasons why the operation is so bloodless. It is a question of having all the preliminaries well done, not hurrying the operation, and taking care to restrict beforehand any indulgence in tobacco and alcohol, and having the blood-pressure determined. One man thus operated upon had double aortic trouble, albuminuria and cirrhosis of the liver, yet his operation went as smoothly as in any other case: he was thoroughly prepared for five days beforehand in a nursing home. We occasionally meet with a growth which is semi-pedunculated. The second patient was a case of the kind. I have published a case in which the patient came into my study with such a pedunculated little "currant " growth of one vocal cord, so simple looking that on the spot I lifted it off with Mackenzie's forceps, but when the report was that it was epithelioma, I did laryngofissure. In another case the patient came to the out-patient room with a pedunculated growth, which I regarded as malignant. I took it off and it proved so, and I did laryngofissure, but what we then removed proved to have no cancerous elements in it at all. This shows how superficial some of these early .cases may be. But most of the cases I have had have been thoso in which the cord was simply infiltrated, just as it might be by a syphilitic deposit, and preliminary removal of a portion for microscopical examination would be impossible. You would have to take out a piece right through the middle in order to get a satisfactory microscopical examination. (February 2, 1917.) Extrinsic Cancer of the Larynx Two and a Half Years after Operation through the Side of the Neck.
By WILFRED TROTTER, F.R.C.S., and Sir STCLAIR THOMSON, M.D.
G. H., AGED 58, presented himself at King's College Hospital on February 24, 1914, with a reddish, slightly cauliflower growth of the left aryepiglottic fold, well limited and only extending a little way down towards the pyriform fossa. The Wassermann reaction was negative. Under cocaine a good portion of the growth was removed by the indirect method and reported to be a squamous-celled carcinoma. One gland was felt under the sternomastoid, just behind the left angle of the jaw. The case was transferred to Mr. Trotter, at University College Hospital.
First operation, Maith 31, 1914: Glands removed from the left side of the neck and found to be reaching from the base of the skull to' below the clavicle. The sternomastoid was removed with the glands. The thoracic duct was cut and ligatured. This was followed by leakage of chyle into the wound, which was a long time in healing.
